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METHOD AND APPARATUS FOR 
MINIMIZING THE RISK OF AIR EMBOLISM 
WHEN PERFORMING A PROCEDURE IN A 

PATIENT’S THORACIC CAVITY 

CROSS-REFERENCE TO RELATED 
APPLICATIONS 

This application is a continuation of application Ser. No. 
09/209,558, ?led Dec. 11, 1998 now US. Pat. No. 6,309, 
382, Which is a divisional of US. patent application Ser. No. 
08/585,871, ?led Jan. 16, 1996, noW issued as US. Pat. No. 
5,849,005, Which is a continuation-in-part of US. patent 
application Ser. No. 08/485,600, ?led Jun. 7, 1995 by 
inventors Garrison et al., noW abandoned, and is related to 
US. patent application Ser. No. 08/415,366, ?led Mar. 30, 
1995 by inventors Stevens et al., noW abandoned, the 
complete disclosures of Which are hereby incorporated by 
reference for all purposes. 

FIELD OF THE INVENTION 

The present invention is directed to apparatus and meth 
ods for minimizing the risk of air embolism When perform 
ing a procedure in a patient’s thoracic cavity. A speci?c 
application of the invention is described in conjunction With 
devices and methods for repairing and replacing a mitral 
valve in a patient’s heart, hoWever, the invention may be 
used in conjunction With any other procedure including 
repair or replacement of mitral, aortic and other heart valves, 
repair of septal defects, pulmonary thrombectomy, electro 
physiological mapping and ablation, coronary artery bypass 
grafting, angioplasty, atherectomy, treatment of aneurysms, 
myocardial drilling and revasculariZation, as Well as neu 
rovascular and neurosurgical procedures. 

BACKGROUND OF THE INVENTION 

Various types of surgical procedures are currently per 
formed to investigate, diagnose, and treat cardiovascular 
diseases. Using current techniques, many of these proce 
dures require a gross thoracotomy, usually in the form of a 
median sternotomy, to gain access to the patient’s thoracic 
cavity. A saW is used to cut the sternum longitudinally 
thereby alloWing tWo opposing halves of the anterior or 
ventral portion of the rib cage to be spread apart. A large 
opening in the thoracic cavity is created through Which the 
surgical team may directly visualiZe and operate upon the 
heart and other thoracic contents. 

Surgical intervention in the heart generally requires iso 
lation of the heart and coronary blood vessels from the 
remainder of the arterial system and arrest of cardiac func 
tion. The heart is usually isolated from the arterial system by 
introducing an external aortic cross-clamp through a ster 
notomy and applying the clamp to the aorta betWeen the 
brachiocephalic artery and the coronary ostia. Cardioplegic 
?uid is then injected into the coronary arteries, either 
directly into the coronary ostia or through a puncture in the 
aortic root, to arrest cardiac function. In some cases, car 
dioplegic ?uid is injected into the coronary sinus for retro 
grade perfusion of the myocardium. The patient is then 
placed on cardiopulmonary bypass to maintain peripheral 
circulation of oxygenated blood. Another method of arrest 
ing the patient’s heart is disclosed in US. Pat. No. 5,433, 
700, Which is assigned to the assignee of the present 
application and is herein incorporated by reference. US. Pat. 
No. 5,433,700 describes an endovascular catheter system for 
establishing arrest of cardiac function. The endovascular 
catheter system does not require a gross thoracotomy and 
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2 
facilitates less invasive methods of performing cardiopul 
monary procedures. 

Once the patient is placed on cardiopulmonary bypass, 
various surgical techniques may be used to repair a diseased 
or damaged valve, including annuloplasty (contracting the 
valve annulus), quadrangular resection (narroWing the valve 
lea?ets), commissurotomy (cutting the valve commissures 
to separate the valve lea?ets), shortening mitral or tricuspid 
valve chordae tendonae, reattachment of severed mitral or 
tricuspid valve chordae tendonae or papillary muscle tissue, 
and decalci?cation of valve and annulus tissue. 
Alternatively, the valve may be replaced, by excising the 
valve lea?ets of the natural valve and securing a replacement 
valve in the valve position usually by suturing the replace 
ment valve to the natural valve annulus. Various types of 
replacement valves are in current use, including mechanical 
and biological prostheses, homografts, and allografts, as 
described in Bodnar and Frater, Replacement Cardiac Valves 
1—357 (1991), Which is incorporated herein by reference. A 
comprehensive discussion of heart valve diseases and the 
surgical treatment thereof is found in Kirklin and Barratt 
Boyes, Cardiac Surgery, pp. 323—459 (1986), the complete 
disclosure of Which is incorporated herein by reference. 
The mitral valve, located betWeen the left atrium and left 

ventricle of the heart, is most easily reached through the Wall 
of the left atrium, Which normally resides on the posterior 
side of the heart, opposite the side of the heart that is 
exposed by a median sternotomy. Therefore, in order to 
access the mitral valve via a sternotomy, the heart is rotated 
to bring the left atrium into an anterior position accessible 
through the sternotomy. An opening, or atriotomy, is then 
made in the right side of the left atrium, anterior to the right 
pulmonary veins. The atriotomy is retracted by means of 
sutures or a retraction device, exposing the mitral valve 
directly posterior to the atriotomy. One of the aforemen 
tioned techniques may then be used to repair or replace the 
valve. 

An alternative technique for mitral valve access may be 
used When a median sternotomy and/or rotational manipu 
lation of the heart are undesirable. In this technique, a large 
incision is made in the right lateral side of the chest, usually 
in the region of the ?fth intercostal space. One or more ribs 
may be removed from the patient, and other ribs near the 
incision are retracted outWard to create a large opening into 
the thoracic cavity. The left atrium is then exposed on the 
posterior side of the heart, and an atriotomy is formed in the 
Wall of the left atrium, through Which the mitral valve may 
be accessed for repair or replacement. 

Using such open-chest techniques, the large opening 
provided by a median sternotomy or right thoracotomy 
enables the surgeon to see the mitral valve directly through 
the left atriotomy, and to position his or her hands Within the 
thoracic cavity in close proximity to the exterior of the heart 
for manipulation of surgical instruments, removal of excised 
tissue, and/or-introduction of a replacement valve through 
the atriotomy for attachment Within the heart. HoWever, 
these invasive, open-chest procedures produce a high degree 
of trauma, a signi?cant risk of complications, an extended 
hospital stay, and a painful recovery period for the patient. 
Moreover, While heart valve surgery produces bene?cial 
results for many patients, numerous others Who might ben 
e?t from such surgery are unable or unWilling to undergo the 
trauma and risks of current techniques. 

A problem Which occurs in conventional open-heart pro 
cedures is that air enters the heart during the procedure and 
must be removed from the heart after completing the pro 
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cedure. Air Which remains in the circulatory system after the 
heart is closed may produce air emboli Which could travel to 
the brain and cause a stroke or death. Conventional de-airing 
techniques include mechanical manipulations and venting of 
the heart to remove air trapped in the heart. US. Pat. No. 
5,370,631, for example, discloses an apparatus for de-airing 
the heart Which includes a slotted-needle and a resilient bulb. 

Carbon dioxide has been used to displace air in the 
patient’s thoracic cavity to help prevent air emboli. In 
animal studies, carbon dioxide has been shoWn to be as 
much as tWelve times more soluble in blood than air. Thus, 
displacing air With carbon dioxide may be bene?cial in 
reducing the harmful effects of gas emboli. 

In open-heart procedures, carbon dioxide has been intro 
duced into the thoracic cavity through the median sterno 
tomy. Since the patient’s chest is open, the carbon dioxide in 
the chest cavity readily disperses out of the chest and, 
therefore, carbon dioxide must be continuously or periodi 
cally replaced, Ng and Rosen, “Carbon Dioxide in the 
prevention of air embolism during open-heart surgery”, 
Thorax 23:194—196 (1968). 

Thus, a problem With previous use of carbon dioxide in 
open heart procedures is that air is free to enter the open 
chest cavity and high carbon dioxide concentrations cannot 
be maintained in the chest cavity for extended periods of 
time Without requiring continuous or periodic injection of 
carbon dioxide. 

SUMMARY OF THE INVENTION 

In accordance With the principles of the present invention, 
methods and apparatus for reducing the risk of air embolism 
When performing a procedure in a patient’s thoracic cavity 
are provided. In an aspect of the present invention an 
instrument delivery member is inserted into a patient’s 
thoracic cavity betWeen adjacent ribs thereby forming a 
percutaneous intercostal penetration. The instrument deliv 
ery member has a gas outlet for injecting a gas, preferably 
carbon dioxide, into the patient’s thoracic cavity. The gas 
displaces air from the patient’s thoracic cavity thereby 
reducing the risk of air emboli. The instrument delivery 
member also has a throughhole siZed to permit an instrument 
to pass therethrough. 

The present invention is particularly useful When per 
forming the mitral valve replacement and repair procedures 
described in US. patent application Ser. No. 08/485,600 and 
US. patent application Ser. No. 08/163,241 both of Which 
are assigned to the assignee of the present application and 
Which are incorporated herein by reference. The methods 
facilitate surgical intervention Within the heart or great 
vessels Without the need for a gross thoracotomy. The 
procedure is carried out through small incisions Within 
intercostal spaces of the rib cage Without cutting, removing, 
or signi?cantly de?ecting the patient’s ribs or sternum 
thereby reducing the trauma, risks, recovery time and pain 
that accompany conventional techniques. The devices and 
methods permit removal of tissue from the thoracic cavity 
and introduction of surgical instruments, replacement valves 
and the like into the thoracic cavity, to facilitate heart valve 
repair and replacement. The devices and methods facilitate 
replacement of a heart valve With various types of 
prostheses, including mechanical and biological prostheses, 
homografts, and allografts. 

In a preferred embodiment of the present invention, the 
instrument delivery member includes a plurality of gas 
outlets Which are angled toWard the distal end to help retain 
gas in the patient’s thoracic cavity. In an alternative 
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4 
embodiment, the gas outlets are angled substantially per 
pendicular to the longitudinal axis of the instrument delivery 
member With the gas passing adjacent the distal end. A 
vacuum pump may also be provided for WithdraWing air 
from the patient’s thoracic cavity or for capturing gas 
escaping from the patient’s thoracic cavity. 
The concentration of gas in the patient’s thoracic cavity is 

preferably monitored so that a threshold gas concentration is 
maintained. When using carbon dioxide, the gas concentra 
tion is preferably at least 70% and more preferably at least 
90% by volume. Alternatively, the air concentration may be 
maintained at no more than 50% and more preferably no 
more than 5% by volume. The humidity and temperature in 
the patient’s thoracic cavity are also preferably monitored to 
maintain a desirable humidity and temperature. The relative 
humidity in the patient’s thoracic cavity is preferably at least 
10% and more preferably at least 50%. The temperature of 
the gas is also preferably maintained at a temperature beloW 
body temperature and preferably beloW 20 (degrees) C. 

The pressure of the gas in the patient’s thoracic cavity is 
also preferably monitored and regulated. The gas pressure is 
preferably maintained at a pressure higher than the pressure 
outside the thoracic cavity to prevent air does from entering 
the thoracic cavity. When performing the procedure 
described in US. patent application Ser. No. 08/485,600, 
Which is incorporated herein by reference, a number of 
instrument delivery members, such as cannulas or trocars, 
are inserted into the patient to perform a mitral valve 
procedure. The present invention provides seals at the instru 
ment delivery members to prevent the escape of gas so that 
the pressure can be maintained in the thoracic cavity. Such 
seals are commonly used in laparoscopic procedures. Unlike 
laparoscopic surgery, hoWever, the pressure in the thoracic 
cavity is not used to retract the thoracic cavity and, as such, 
the pressure in the thoracic cavity is kept betWeen 1 and 14 
mm Hg and more preferably betWeen 1 and 10 mm Hg and 
most preferably betWeen 1 and 8 mm Hg all of Which are 
beloW the pressures used in laparoscopic procedures Which 
are typically betWeen 15 and 20 mm Hg. 

In another aspect of the present invention, the instrument 
delivery member includes a gas inlet and a gas outlet 
positioned to receive gas issuing from the gas inlet. The gas 
passing from the gas inlet to the gas outlet preferably passes 
across the throughhole, and preferably transects the 
throughhole, to act as a gas shield Which minimiZes gas 
losses through the instrument delivery member. The gas 
shield advantageously permits the introduction of instru 
ments through the instrument delivery member Without 
signi?cantly hindering use of instruments. The gas Which is 
used for the gas shield may be any gas such as carbon 
dioxide or air. AbloWer, fan or compressor is coupled to the 
gas inlet and may also be coupled to the gas outlet for closed 
circuit circulation. 

In yet another aspect of the invention, a vent is provided 
for venting gas from the left ventricle When performing a 
procedure on the patient’s heart such as a mitral valve repair 
or replacement. The vent includes ?rst and second lumens 
and ?rst and second outlets ?uidly coupled to the ?rst and 
second lumens, respectively. The ?rst lumen and ?rst outlet 
are used for injecting gas into the patient’s heart and for 
evacuating gas from the heart When the heart is being closed 
after the mitral valve replacement or repair procedure. The 
second lumen and second outlet are used for sampling gas in 
the patient’s thoracic cavity. 

In a speci?c application of the vent, the vent is positioned 
in the left ventricle and a gas, such as carbon dioxide, is 
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injected into the patient through the ?rst lumen. The gas 
displaces air in the left ventricle so that When the heart is 
closed the presence of air is minimized to minimiZe the risk 
of air emboli. The gas is preferably injected into the heart 
using the temperature, pressure, humidity and gas concen 
tration monitoring and control system described above. 
When the heart is closed, the ?rst lumen and ?rst outlet are 
used to evacuate gasses from the heart. The second outlet 
and second lumen are used to collect gasses in the thoracic 
cavity for measuring pressure, temperature, humidity, and/or 
gas concentrations. The second outlet is spaced apart from 
the distal end so that the measurements are not overly 
in?uenced by the gas being injected into the left ventricle 
through the ?rst lumen and ?rst outlet. 

In yet another aspect of the invention, an enclosure is 
provided around the patient for providing a sealed operating 
space. A gas, such as carbon dioxide, is maintained in the 
sealed operating space so that air does not enter the patient’s 
cardiopulmonary system during a medical procedure. The 
enclosure includes a seal, such as a drape, Which engages the 
patient and provides a substantially air tight seal. The 
enclosure includes arm pass-throughs Which are used by the 
surgeon to perform the medical procedure in the enclosure. 
An advantage of the enclosure is that it may also be used in 
conventional open heart procedures since a gas environment 
is created around the patient. 

The terms “percutaneous intercostal penetration” and 
“intercostal penetration” as used herein refer to a 
penetration, in the form of a small cut, incision, hole, or the 
like through the chest Wall betWeen tWo adjacent ribs, 
Wherein the patient’s rib cage and sternum remain substan 
tially intact, Without cutting, removing, or signi?cantly 
displacing the ribs or sternum. These terms are intended to 
distinguish a gross thoracotomy such as a median 
sternotomy, Wherein the sternum and/or one or more ribs are 
cut or removed from the rib cage, or one or more ribs are 

retracted signi?cantly, to create a large opening into the 
thoracic cavity. It is understood that one or more ribs may be 
retracted or de?ected a small amount and/or a small amount 
of intercostal cartilage may be removed Without departing 
from the scope of the invention. 

These and other advantages of the invention Will become 
apparent from the folloWing detailed description of the 
invention. 

BRIEF DESCRIPTION OF THE DRAWINGS 

FIG. 1. shoWs a patient prepared for a mitral valve 
replacement With a number of instrument delivery members 
extending into the patient’s thoracic cavity and a gas deliv 
ery system coupled to one of the instrument delivery mem 
bers; 

FIG. 2 shoWs a cross-sectional vieW of the patient of FIG. 
1 With a gas outlet coupled to one of the instrument delivery 
members for injecting a gas into the patient’s thoracic 
cavity; 

FIG. 3 is an isometric vieW of the instrument delivery 
member having a gas delivery assembly; 

FIG. 4. is an isometric vieW of the gas delivery assembly 
of FIG. 3; 

FIG. 5 is a cross-sectional vieW of a second preferred 
embodiment of the instrument delivery member; 

FIG. 6 is an end vieW of the instrument delivery member 
of FIG. 5: 

FIG. 7 is a cross-sectional vieW of a gas path shoWing the 
orientation of a gas outlet of the instrument delivery member 
of FIG. 5; 
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6 
FIG. 8 is a cross-sectional vieW of a patient With a vent 

extending through the instrument delivery member and into 
the patient’s left ventricle; 

FIG. 9 is a plan vieW of the vent of FIG. 8; 

FIG. 9A is a side vieW of an alternate embodiment of the 
left ventricle vent of FIG. 9; 

FIG. 10 is a side vieW of the vent of FIG. 8; 

FIG. 11 is a cross-sectional vieW of the vent of FIG. 8 
shoWing ?rst and second lumens; 

FIG. 12 is a vieW looking through the instrument delivery 
member With a mitral valve being attached to the patient’s 
valve annulus; 

FIG. 13 shoWs vent catheters extending through a lumen 
of an endoaortic partitioning catheter; 

FIG. 14 is an isometric vieW of another preferred instru 
ment delivery member having a gas inlet and a gas outlet 
positioned to receive gas issuing from the gas inlet; 

FIG. 15 is a top vieW of the instrument delivery member 
of FIG. 14; 

FIG. 16 is a schematic of the gas delivery system, 
monitoring system and control system; 

FIG. 17 is a vieW looking through the instrument delivery 
member With an atriotomy being closed and a vent extend 
ing through the atriotomy; and 

FIG. 18 is an isometric vieW of an enclosure extending 
around a patient. 

DETAILED DESCRIPTION OF THE 
PREFERRED EMBODIMENTS OF THE 

INVENTION 

Referring to FIG. 1, a system for minimiZing the risk of 
air emboli When performing a procedure in a patient’s 
thoracic cavity is shoWn. A speci?c application of the 
invention is developed herein With respect to a minimally 
invasive mitral valve replacement procedure, hoWever, the 
apparatus and methods of the present invention may be used 
in conjunction With any other procedure including repair or 
replacement of aortic and other heart valves, repair of septal 
defects, pulmonary thrombectomy, electrophysiological 
mapping and ablation, coronary artery bypass grafting, 
angioplasty, atherectomy, treatment of aneurysms, myocar 
dial drilling and revasculariZation, as Well as neurovascular 
and neurosurgical procedures. The procedure for performing 
the minimally invasive mitral valve repair and replacement 
Will be discussed to the extent necessary to adequately 
describe the present invention and a complete discussion is 
provided in US. patent application Ser. No. 08/485,600, 
?led Jun. 7, 1995, Which is incorporated herein by reference. 

Referring still to FIG. 1, an instrument delivery member 
2 includes a throughhole 4 for introduction of surgical 
instruments into a patient’s thoracic cavity. The instrument 
delivery member 2 is preferably a holloW tube, such as a 
cannula, trocar sleeve, a 3-sided channel-shaped member, a 
ring retractor, a Wound retractor having a pair of adjustable 
parallel blades, or any other device Which facilitates intro 
duction of a medical instrument into a patient betWeen 
adjacent ribs. The instrument delivery member 2 is posi 
tioned betWeen adjacent ribs in the patient and a number of 
other instrument delivery members 6—10 are positioned at 
various other positions thereby forming a number of percu 
taneous intercostal penetrations. 

Aretractor 12 passes through instrument delivery member 
9 and various sensors 13, Which are described in greater 
detail beloW, pass through instrument delivery member 6. A 
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thoracoscope 14 passes through instrument delivery member 
8 and is coupled to a monitor 16 for viewing the patient’s 
thoracic cavity. Any other vieWing device may be used in 
conjunction With, or as a substitute for, the thoracoscope 14. 
A ?rst removable plug 18 is positioned in the delivery 
member 7 With the ?rst plug 18 separated from the instru 
ment delivery member 7 for clarity. A replacement valve 20 
is mounted to a holder 22, hoWever, a repair device, such as 
a ring for annuloplasty, may, of course, be used When 
repairing rather than replacing the mitral valve. 
A gas delivery system 24 is coupled to the instrument 

delivery member 2 for delivering a gas into the patient’s 
thoracic cavity. The gas delivery system 24 supplies gas, 
such as carbon dioxide, for introduction into the patient’s 
thoracic cavity to minimiZe the risk of an air embolism When 
performing a procedure in the patient’s thoracic cavity. A 
monitoring system 26 is coupled to the sensors 13 for 
monitoring the various conditions sensed by the sensors 13. 
A control system 28 receives the information from the 
sensors 13 via the monitoring system 26 and sends control 
information to the gas delivery system 24 based upon the 
sensor data. The gas delivery system 24, control system 28 
and monitoring system 26 are described in greater detail 
beloW in connection With FIG. 16. 

Avacuum pump 30 is coupled to the instrument delivery 
member 9 having the retractor 12 for WithdraWing air from 
the thoracic cavity When the gas is injected into the thoracic 
cavity. The vacuum pump 30 is also coupled to a line 32 
Which is positioned adjacent to the instrument delivery 
member 2 for WithdraWing gas Which escapes through the 
instrument delivery member. A vent needle 34 extends 
through the instrument delivery member 10 and into the 
patient used for venting gasses from the thoracic cavity as 
described in further detail beloW. 

Referring to FIG. 2, a cross-sectional vieW of the patient 
is shoWn. The vent needle 34 is preferably perforated along 
the longitudinal axis (not shoWn) of the needle for venting 
gasses from the left ventricle. Use of the vent needle 34 is 
described in greater detail beloW in connection With pre 
ferred methods of operation. The retractor 12 engages an 
atriotomy AI formed in the patient’s heart for retracting the 
atriotomy open. A number of sutures 36 extend through the 
instrument delivery member 2 and are used for attaching the 
repair valve in the manner described in US. patent appli 
cation Ser. No. 08/485,600. 

The instrument delivery member 2 includes a gas outlet 
38, preferably a number of gas outlets, and a gas inlet 40 
coupled to the gas delivery system 24 for delivering the gas 
into the thoracic cavity. A gas, such as carbon dioxide, is 
introduced into the patient’s thoracic cavity through the gas 
outlet 38. Referring to FIGS. 3 and 4, the instrument 
delivery member 2 and a gas delivery assembly 42 are 
shoWn. The instrument delivery member 2 preferably 
includes a sideWall 44 and the throughhole 4 de?nes a 
longitudinal axis 46. The throughhole 4 extends from a 
proximal end and terminates at an opening 48 at a distal end 
50. Although the instrument delivery member 2 preferably 
has an oval throughhole, any other cross-section may be 
used such as a race-track, rectangular, trapeZoidal, elliptical 
or circular cross-sectional shape. 

The throughhole 4 is preferably siZed to alloW an annu 
loplasty ring or replacement valve mounted on a holder to 
pass therethrough. The throughhole 4 preferably has a 
cross-sectional shape having a Width of preferably about 
10—30 mm, and more preferably 15—25 mm, and a height of 
preferably about 25—75 mm, more preferably 30—50 mm. 
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8 
Furthermore, the Width or height of the throughhole is 
preferably at least 2 cm, more preferably at least 2.5 cm and 
most preferably at least 3 cm. Typical laparoscopic trocars 
have much smaller openings since gas losses must be 
minimiZed When operating at the higher pressures used in 
laparoscopic procedures. The exact Width and height Will 
often be determined by the Width (or diameter) and height of 
the annuloplasty ring or replacement valve and holder being 
used in the procedure. It is sometimes desirable to begin the 
procedure With a instrument delivery member 2 of the 
minimum siZe necessary to assess the condition of the native 
valve. For example, an instrument delivery member 2 hav 
ing a Width of about 15—20 mm may be used initially. When 
the siZe of the annuloplasty ring or prosthetic valve has been 
selected, the smaller instrument delivery member may be 
replaced, if necessary, With a larger instrument delivery 
member to accommodate the prosthesis. 
The instrument delivery member 2 is con?gured for 

placement in an intercostal space preferably Without retrac 
tion of ribs, or at least minimal retraction of ribs, and 
preferably has an external Width of less than about 30 mm, 
and preferably less than about 25 mm. Although it is 
preferred to provide a sideWall 44 Which has an elongate 
tubular structure With a length suf?cient to extend into the 
thoracic cavity, the sideWall may simply be the elements of 
a ring retractor or any of the other instrument delivery 
members described above so long as the instrument delivery 
member provides access to the patient’s thoracic cavity for 
surgical instruments. The instrument delivery member has a 
?ange 52 at its proximal end Which engages the outside of 
the patient’s chest. The instrument delivery member 2 has a 
length suf?cient to extend from outside of the chest, through 
the intercostal space, and into the chest cavity just beyond 
the interior of the chest Wall. The instrument delivery 
member 2 preferably has a length of about 20—70 mm and 
more preferably about 30—50 mm from the ?ange 52 to the 
distal end. 
The instrument delivery member 2 includes a suture 

organiZing ring 54 attached to the ?ange 52. OrganiZing ring 
54 has a plurality of circumferentially-spaced radial slots 56 
or suture holders in Which a suture thread may be received 
and retained. Slots 56 have tapered upper ends 58 for 
guiding a suture thread to the slot. Suture organiZing ring 54 
alloWs sutures placed in the heart for attachment of a 
prosthesis to be draWn through the throughhole and tempo 
rarily placed in slots 56 to keep the sutures individually 
separated and untangled. In order to facilitate introducing 
instrument delivery member 2 through a puncture or small 
incision betWeen the ribs, an obturator (not shoWn) may be 
inserted into the throughhole 4. The instrument delivery 
member 2 may also be made of a ?exible or deformable 
material to alloW it to be shaped by the user or to conform 
to the shape of the intercostal space. 

Still referring to FIGS. 3 and 4, the gas delivery assembly 
includes a sleeve 60 Which clips onto the sideWall 44. The 
sideWall 44 may include ribs (not shoWn) for enhanced 
engagement With the gas delivery assembly 42. The gas 
outlet 38, and preferably a plurality of gas outlets, are 
provided on a horseshoe-shaped ring 61. The gas delivery 
assembly 42 is mounted to the sideWall 44 so that a plurality 
of gas outlets 38 are directed across the opening 48. In the 
preferred embodiment, the opening 48 lies in a plane per 
pendicular to the longitudinal axis 46 so that the gas outlets 
38 are also directed substantially perpendicular to the lon 
gitudinal axis. The opening 48 may also be skeWed With 
respect to the longitudinal axis With the gas outlets 38 also 
being skeWed so that the gas outlets 38 are con?gured to 
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issue gas directly across the opening 48. By orienting the gas 
outlets 38 in this manner, the gas injected into the patient 
helps retain the gas in the thoracic cavity by creating a gas 
curtain at the opening 48 of the instrument delivery member. 
Although it is preferred to provide one gas delivery 
assembly, tWo or more gas delivery assemblies may be 
provided. Furthermore, although it is preferred to direct the 
gas in a direction perpendicular to the longitudinal axis 46, 
the gas outlets 38 may also be angled toWard the distal end 
or, alternatively, angled toWard the proximal end With a 
baffle to redirect the gas so that the gas does not simply exit 
through the proximal opening in the instrument delivery 
member 2. Finally, the gas outlets 38 are preferably posi 
tioned so that they direct gas across substantially the entire 
Width or height of the throughhole 4 so that gas losses 
through the throughhole are minimiZed. 
Aplug 62 is removably mounted to the instrument deliv 

ery member 2 to close, or at least partially close, the 
throughhole 4 thereby minimiZing gas losses through the 
throughhole 4. The second plug 62 preferably includes a 
resilient surface 63, preferably an elastic band, Which 
engages the instrument delivery member 2 to provide a snug 
?t When sutures are positioned through the throughhole 4. 
The second plug 62 has an opening 64 so that instruments 
may still be passed through the throughhole While reducing 
losses through the throughhole. A third plug 66 closes the 
opening 64 so that substantially all gas losses through the 
throughhole 4 are eliminated. Alternatively, a number of 
different plugs having different siZed openings, or no open 
ings at all like second plug 62A, may be provided. 
Furthermore, the opening 64 may be any other shape such as 
H-shaped, an oval ring, Z-shaped or a FIG. “8.” 

Referring to FIGS. 5—7, another instrument delivery 
member 2A is shoWn Which includes integrally formed gas 
outlets 38A Wherein similar reference numbers are used to 
represent similar features described in the embodiment of 
FIGS. 3—4. The discussion above concerning instrument 
delivery member 2 is equally applicable here and the pre 
ferred features for the instrument delivery member 2 are also 
preferred With the instrument delivery member 2A. 

The instrument delivery member 2A includes a gas inlet 
66 con?gured to be coupled to a gas line 68 Which, in turn, 
is coupled to the gas delivery system 24. The instrument 
delivery member 2A includes integrally formed gas outlets 
38A Whereas the instrument delivery member 2 includes the 
removable gas delivery assembly 42. The gas inlet 66 is 
coupled to a chamber 70 Which extends circumferentially 
around the instrument delivery member 2A betWeen an inner 
Wall 72 and an outer Wall 74. Aplurality of gas channels 74 
extend from the common chamber 70 and 76 terminate at the 
gas outlets 38A Which direct the gas in the direction of 
arroWs 78. The gas outlets 38A are preferably directed 
toWard the distal end and, further, are directed toWard the 
middle of the instrument delivery member 2A. The gas 
outlets 2A cooperate With one another to hinder escape of 
gasses through the instrument delivery member 2A. 

The gas outlets 38A are particularly useful for providing 
a pressure in the thoracic cavity above the pressure outside 
the thoracic cavity to help keep air out of the thoracic cavity. 
Although it is preferred to angle the gas outlet 38A toWard 
the distal end, the gas outlet 38A may be oriented in any 
other manner so long as the gas outlet 38A tends to prevent 
gas from escaping through the open proximal end of the 
instrument delivery member 2A. Furthermore, although it is 
preferred to provide a number of gas outlets 38A around the 
entire periphery of the instrument delivery member 2A, the 
gas outlets 38A may also be provided only along a section 
of the instrument delivery member 2A. 
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Referring to FIG. 8, a cross-sectional vieW of the patient 

is shoWn With a vent 78 extending into the left ventricle LV. 
The vent 78 preferably has a distal end 80 Which extends to 
the apex of the left ventricle LV for venting the left ventricle 
LV. The distal end 80 preferably includes a soft tip for 
preventing trauma to the left ventricle. The ?rst outlet 86 is 
preferably used for injecting gas into the left ventricle and 
for venting gas from the left ventricle. The second outlet is 
preferably coupled to a monitoring system 26 for monitoring 
the conditions in the patient’s thoracic cavity such as the gas 
concentration, humidity, temperature and pressure. Use of 
the vent 78 is described beloW in connection With discussion 
of preferred methods of present invention. 

Referring to FIGS. 9—11, a distal portion 81 of the vent 78 
is shoWn in a natural, unbiased shape. The distal portion 81 
of the vent 78 is con?gured to position the distal end 80 at 
the apex of the left ventricle LV When the proximal portion 
extends through the valve annulus. The approximate posi 
tion of the valve annulus is shoWn at broken line 79 Which 
also indicates the beginning of the distal portion 81. The vent 
78 preferably includes a ?rst lumen 82, a second lumen 84 
and ?rst and second outlets 86, 88 ?uidly coupled to the ?rst 
and second lumens 26, respectively. The ?rst and second 
outlets 86, 88 are preferably spaced apart betWeen 0.5 and 8 
cm, and more preferably betWeen 2 and 4 cm, so that gas 
samples taken through the ?rst outlet are not overly in?u 
enced by gas injected into the left ventricle through the ?rst 
outlet 88. The ?rst outlet 86 is preferably positioned near the 
distal end 80 and the second outlet 88 is preferably betWeen 
at least 0.5, more preferably at least 5 cm and most prefer 
ably at least 8 cm from the distal end. The distal portion 81 
preferably extends betWeen 1 and 10 cm, and more prefer 
ably betWeen 1 and 5 cm in the axial direction A, and 
extends in the radial direction B betWeen 0 and 15 cm and 
more preferably 2 and 8 cm, and extends betWeen 0 and 5 
cm and more preferably betWeen 0.5 and 3 cm in the other 
radial direction C. The proximal end of the vent 78 is ?exible 
so that the user may position the vent 78 Where it Will not 
interfere With the medical procedure. Referring to FIG. 9A, 
the distal end of another left ventricle vent 78A is shoWn. 
The left ventricle vent 78A has the same preferred dimen 
sions as the left ventricle vent 78, hoWever, the ?rst and 
second outlets 86A, 88A are both positioned near the proxi 
mal end With an angle D therebetWeen. The angle D is 
preferably at least 90 degrees and preferably greater than 90 
degrees so that gas issuing from the ?rst outlet 86A does not 
overly in?uence gas samples taken at second outlet 88A. 

Referring to FIGS. 12, a vieW through the throughhole 4 
of the instrument delivery member 2 is shoWn. A spacer 98 
prevents contact betWeen the valve 20, Which in this case is 
a mechanical valve, and the vent 78. The spacer 98 prefer 
ably includes a pair of holes 100 for removing the spacer 98 
before closing the heart. Alternatively, the spacer 98 may be 
dispensed With and the vent 78 may be coated With a 
lubricious coating of silicone, te?on or polyurethane to 
prevent damage to the valve 20 When the vent 78 is 
WithdraWn. The instrument delivery member 2 includes a 
clip 102 for holding the vent 78 after the vent 78 is 
positioned in the left ventricle LV. The clip 102 prevents 
movement of the vent 78 and also positions the vent 78 aWay 
from the center of the throughhole 4 so that other instru 
ments may be used through the instrument delivery member 
2. 

Referring to FIG. 13, a left ventricle vent 104 and an 
aortic vent 106 are shoWn extending through an endoaortic 
partitioning catheter 108 Which is described in US. patent 
application Ser. No. 08/415,366 to Stevens et al. Which is 












